The author reviews and continues the debate initiated by her recent paper in this journal. ' 
Introduction
I welcome the discussion that has been generated by my paper in this journal, on the subject of withholding nutrition and hydration in the terminally ill.' I criticised a framework for palliative care advocated by Ashby and Stoffell.2 My central theme was the issue of the need for artificial hydration when a patient is rendered incapable of swallowing by sedation. I argued that to withhold hydration is dangerous medically, ethically and legally, and can be disturbing for relatives.
At the time ofwriting I am aware of six papers and two letters that have been published in reply in this journal3-8 and two papers elsewhere.9 10 Gillon touched on legal aspects and raised the question of the need for formal mediation procedures. 3 Association for Palliative Medicine in the United Kingdom, by the board of the Cancer Relief Macmillan Fund, and by senior people in many walks of life. This paper summarises and extends the debate as it has developed in professional journals.
The subject under discussion straddles the boundaries of medicine, ethics and law, and strays into other academic areas too. The debate could easily get out ofhand. In replying to papers that have appeared to date, I will not engage in detailed discussion of concepts such as care, needs, proportionality of medical interventions and processes of communication, although the discussion that follows touches on these issues in several places. To shift the focus of the argument into these areas, as proposed by Ashby and Stoffell,7 could be detrimental to progress. There are matters arising which need to be clarified before the agenda moves on. It is important to continue the debate on a level that will be of practical assistance to medical practitioners and possibly lawyers, who may be embroiled in the management of these difficult cases.
Clinical aspects NEED FOR ARTIFICAL HYDRATION IN SOME CIRCUMSTANCES IS ACKNOWLEDGED
I am glad to say that Ashby and Stoffell have amended their framework for palliative care to take account of some of my criticisms. They now say, with some preamble, that "artificial hydration may be required in the terminal phase to satisfy thirst, or other symptoms due to lack of fluid intake", and admit that "the emotional needs and ethical views of the patient's family and care-givers must be acknowledged and considered". They add that "if artificial hydration and nutrition are identified as necessary for comfort by attending staff or family members, and may be effective in achieving the stated aims, then they should not be refused". 7 Dunlop et al agree that there are rare occasions when it is justifiable to give subcutaneous fluids for the sake of the family, but do not recommend the routine use of intravenous or subcutaneous fluids.
They distinguish between sedation used in terminal delirium, and sedation used in patients who are not actually dying. They imply that in the latter situation problems with hydration rarely occur and so their discussion stops short of the ethical dilemma at issue. 8 Dunphy et al in a brave and balanced discussion of the whole issue of rehydration in palliative or terminal care, stress the need to make "genuine and unprejudged assessments of the relevance of dehydration to each individual's clinical presentation, and above all to be responsive to It is often said that a doctor has no duty to continue a treatment that is useless and of no benefit to the patient -but as others have observed, futility is not always the ethical trump card that some would like it to be.'3 Ashby and Stoffell argue that "It is possibly true that sedation may hasten the actual time at which relatively imminent death will occur. But it is not deemed necessary to hydrate sedated patients during the dying process when they are unable to maintain oral intake, as it makes no sense to attempt to treat a transiently reversible component of their overall dying process". This is not a terribly satisfactory response to the dilemma presented. From a legal standpoint the provision of hydration may be crucial, particularly since Ashby and Stoffell stress elsewhere in their paper that "from a legal point of view ... the cause of death is the underlying condition which has led to the absence of oral intake" ... (ie in some cases sedation) ... and that "non-provision of artificial hydration can shorten life."'
We need to consider the case of a patient who is not dying, or in whom death is not relatively imminent. Such a patient may need sedation, perhaps for intractable pain, and could become fatally dehydrated as a consequence. Clearly some people would consider hydration of such a patient futile, and so it may be if the end point sought is restoration of the patient to health. Or consider the case of a stroke patient, confused and perhaps aphasic, whose prospects of recovery are judged to be poor, and who may have swallowing difficulties in addition. Many such patients get dehydrated even without sedation, and some physicians take an inactive approach to management.
Is there any good reason why treatment decisions made about such patients should be any less rigorous than those required for incompetent patients? In the latter case "as long as the patient is alive, the legal justification for providing treatment is the principle of necessity."'4 Treatment is "necessary" provided that it is in the "best interests" of patients, and this occurs "if, but only if, it is carried out either to save their lives, or to ensure improvement, or prevent deterioration in their physical or mental health." '5 Sometimes in the case of terminally ill or physically disabled patients, it is tacitly assumed that it is in their best interests that they should die. Yet in cases of doubt, especially where survival outcome or prognosis is uncertain, the balance should be weighted in favour of prolonging life.
Even when death is inevitable, the simple and safe measure of a subcutaneous infusion may not be futile. It may be of some help to the patient, and may comfort the relatives, calm their fears, and reduce the incidence of pathological grief and post-traumatic stress reactions. It may also reassure all concemed that the patient died of his or her disease, rather than the treatment. Thus it could avert the need for lengthy, costly and distressing inquiries after death. Some witnesses to the House of Lords Select Committee also expressed concern and suggested that the double effect of some therapeutic drugs, when given in large doses, was being used as a cloak for euthanasia. The committee, however, expressed confidence in the medical profession, and in the ability of a jury to evaluate a doctor's intention. 26 The profession must prove worthy of such public trust. 4 Finally there is the legal view of a doctor's duty to care, some aspects of which have been mentioned already. ' 7 27 As the Irish Supreme Court case showed, legal and medical opinions in this area do not always agree. There is clearly a need for doctors, lawyers and ethicists to find more common ground, but standards must not be compromised for political or economic reasons. In the context of the care of the dying it is essential that the law of double effect is honoured, and not abused.9 SOME THOUGHTS ON NEEDS This debate has highlighted the needs of the terminally ill patient for comfort and supportive care, the needs of the relatives, and the need for formal mediation procedures. Doctors and nurses also need to recognise that their own values, attitudes to disability, training and experience will influence their decision-making. Some may consider that there are fates worse than death, but as the Leicester hospice team report, "even a terminally ill patient with incurable malignancy may find life worthwhile and precious."33 There is a need for research into the value of maintaining hydration, so that treatment can be evidence-based. At present, as Dunphy et al point out, it may be that a patient's place of care, whether hospital, hospice or home, is the main factor that determines whether he or she is rehydrated or not.'0
The view that access to nutrition and hydration is a basic human need, irrespective of the means by which it is delivered2' is profoundly important.
Access to nutrition and hydration determines whether a person lives or dies, whether on a hospital ward, or during famine or war. Decisions about AHA give society, through doctors, considerable power over life and death. Such power must be used with the utmost responsibility.
Summary
This debate has proved valuable. On clinical aspects the responses to date have shown a refreshing willingness by palliative medicine specialists to examine and question their clinical practice.'0 Some have modified certain aspects of their practice but have defended others vigorously.7 There is some measure of agreement that careful assessment of individual patients is essential, and that some will benefit from rehydration.'°6 Hydration can be maintained quite simply using the subcutaneous route in the patient's home if need be. 34 Legal and ethical discussion has highlighted areas of great difficulty. Consideration We all want the dying to depart in peace, in comfort and with dignity. We should all try to ensure that their relatives have peace of mind too. Of course we are not required to "treat the dying as if they were curable"35 -but we are required to support life wisely, until it comes to a natural end. That is the whole purpose of this debate.
